Background Abortion services should provide high-quality contraceptive care. The community sexual and reproductive health (SRH) services may be well placed to deliver more abortion care in the UK. We wished to determine the views of health professionals working in SRH regarding their attitudes towards providing more abortion services and also the views of staff within one community SRH centre in Scotland where a service providing early medical abortion (EMA) was due to commence. Methods An anonymous questionnaire distributed to attendees at a UK SRH scientific meeting collected data on demographics, current practice of and attitude to abortion, and views on delivery of abortion services. An internet questionnaire distributed by e-mail to staff at a community SRH clinic in Scotland sought demographics, views regarding the planned introduction of an EMA service and willingness to participate in it. Results 165 questionnaires were completed out of 200 distributed at the scientific meeting (an 82% response rate). 128 (78%) respondents felt that abortion services were suited to community clinics and 115 (70%) stated that they would be willing to participate in them. 62/90 (69%) staff from the SRH clinic responded to the internet questionnaire. 44 (71%) felt the plan to introduce abortion services was a natural extension to services already offered and the same number would be willing to be involved in such a service. Conclusion There is clear support amongst health professionals in community SRH in the UK towards greater participation in the provision of abortion care services.
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INTRODUCTION
Delivery of abortion care services throughout the UK is changing. In England and Wales in 2011, 61% of all abortions were carried out in the independent sector, funded by the National Health Service (NHS), whilst 35% were carried out in NHS hospitals.
1 In contrast, in Scotland 98% of abortions are provided through the NHS and most of these are delivered from hospital-based departments of obstetrics and gynaecology. 2 A key component of the care of women requesting an abortion, as directed in UK guidelines, is the provision of comprehensive counselling and immediate access following abortion to all available forms of contraception, in particular the longacting reversible methods. 3 Indeed there is growing evidence that uptake of these effective methods of contraception, notably the intrauterine device (IUD) and intrauterine system (IUS) and the progestogen-only implant, is associated with a significantly reduced risk of repeat abortion. [4] [5] [6] [7] [8] In some hospital settings the care of women requesting an abortion may be delegated to the more junior
KEY MESSAGE POINTS
▸ UK health professionals in sexual and reproductive health (SRH) are generally supportive of providing abortion services from a community SRH setting. ▸ SRH staff consider abortion care to be a natural extension of existing services. ▸ Delivery of abortion services from a community SRH service would afford high-quality contraceptive provision and comprehensive management of sexually transmitted infections to women following abortion.
members of the medical staff, who often lack knowledge about contraception and the training to insert implants or intrauterine methods. While there is a lack of recent evidence regarding the attitudes of UK obstetrics and gynaecology trainees towards provision of abortion care, there are anecdotal reports that increasing numbers of them are choosing to opt out of abortion care for reasons of personal belief or because they find the work repetitive. A questionnaire of a proportion of both consultants and trainees in obstetrics and gynaecology in the UK in 1998 acknowledged similar concerns. The results identified that around one-third of trainees in obstetrics and gynaecology had not had any training in abortion procedures, a similar number stated a conscientious objection to abortion, and a number of consultants expressed views that some trainees also opted out of abortion for other reasons. 9 It has been suggested that abortion services would be better provided in the community sexual and reproductive health (SRH) setting, since staff working within this area may be better placed to provide for women's ongoing contraceptive needs and have expertise in the insertion of IUDs and contraceptive implants. 4 Additionally, SRH services may well be better for screening and testing for sexually transmitted infections (STIs) and may have more robust systems for partner notification.
Increasing numbers of women in Great Britain are undergoing early abortion, 78% of abortions in England and Wales having been performed at under 10 weeks' gestation and 65.5% in Scotland at under 9 weeks in 2011, 1 2 and increasing numbers of this group are opting for the medical method and choosing to go home soon after treatment to pass the pregnancy at home. 10 11 There is good evidence that early medical abortion (EMA) is highly amenable to delivery from a community setting and highly acceptable to women. 12 The attitude of general practitioners, gynaecologists and medical students in the UK towards their involvement in provision of abortion has been the subject of previous research. [13] [14] [15] [16] However, no previous studies have focused on the views of those working within the field of SRH. In this study we aimed to determine the views of health professionals working in SRH regarding their attitudes towards a future role for specialists in SRH in providing more abortion care services by surveying delegates at the Annual Scientific Meeting of the Faculty of Sexual & Reproductive Healthcare (FSRH) in the UK. In addition, we wished to determine the views of staff working within a community SRH centre in Edinburgh, Scotland, UK about the planned provision within the following 6 months of EMA within their integrated SRH service.
METHODS
To obtain the views and attitudes of a large number of health care workers, either working within or with an interest in SRH, we designed a questionnaire to distribute to all attendees at a large UK SRH scientific meeting (that of the FSRH) in April 2012. An introductory paragraph on the questionnaire explained its purpose and anonymity. Completed questionnaires were placed in sealed collection boxes. The questionnaire collected demographic data of the respondents including gender, age, current working role and geographical region of work, information on their current practice of and attitude to abortion, and their views on location of abortion care services. Responses in the sections relating to views on abortion and attitude and willingness to participate in, and location of, abortion care services were recorded by the participants on five-point Likert scales, the options ranging from 'strongly disagree' to 'strongly agree'. 17 For the survey of staff within the community SRH service in Edinburgh, an anonymous internet questionnaire was distributed to all staff named on an up-to-date staff mailing list between January and March 2012. The questionnaire sought demographics including gender and role within the service, in addition to views regarding the planned introduction of the EMA service and willingness to participate in it. Responses consisted mostly of drop-down list options with additional freetext responses to selected questions.
Statistics
Data from both questionnaires were coded and entered onto separate databases using Microsoft Excel™. In the questionnaire of attendees at the SRH scientific meeting, responses relating to views on abortion, willingness to participate and location of services were combined such that 'strongly agree' and 'somewhat agree' were grouped as 'agree' whilst 'strongly disagree' and 'somewhat disagree' were grouped as 'disagree'. The remaining group of responses was 'neither agree nor disagree'. Data analysis was performed using IBM Statistical Package for Social Sciences (SPSS) software V.18 (IBM Corporation, New York, NY, USA). Groups were compared by Chi square (χ 2 ) test or Fisher's exact test, where counts within any individual cell of the contingency table fell below five. Statistical significance was deemed to be p<0.05.
Ethical approval
Both questionnaires were reviewed by the chair of a local research ethics committee who confirmed that ethical approval was not required as they constituted health services research.
RESULTS
A total of 165 questionnaires were returned out of 200 distributed at the UK SRH scientific meeting (an 82% response rate). Almost all respondents were female (88%) and over two-thirds (73%) were aged between 41 and 60 years. Over half of the respondents worked in England (54%) and the majority were doctors (95%). Demographics of the respondents are shown in Table 1 . Regarding any current involvement in abortion, only five (3%) respondents stated they had no involvement in any aspect of abortion care; 129 (78%) currently referred women for abortion, 106 (64%) counselled and assessed women for consideration for abortion and 103 (62%) signed the required legal paperwork for abortion. Only 24 (14%) respondents stated that they either performed surgical abortion or administered the medications required for medical abortion.
Most respondents (149; 90%) considered themselves to be 'broadly pro-choice'; six (4%) were undecided and 10 (6%) stated they were broadly antiabortion. There was no statistically significant difference between gender, age groups, region of work or current working role and personal view of abortion.
Statements were put forward to respondents regarding their view on location of abortion services, their willingness to participate, and views as to whether there is a role within SRH for abortion care. The responses are shown in Table 2 . The majority of respondents (128; 78%) attending the UK SRH scientific meeting felt that abortion services were better suited to community clinics than hospital services. Eighty-three (50%) respondents felt that services should be divided across community, hospital and non-NHS charitable and private organisations. Respondents working in England were statistically more likely to agree that abortion services were best suited to non-NHS charitable and private organisations compared to respondents working in other regions (p=0.001). In addition, female respondents were statistically more likely to agree that abortion services were best suited to non-NHS charitable and private organisations compared to male respondents (p=0.017). There were no other statistically significant differences in the responses to statements regarding location of services between gender, age groups, region of work or working role. Some 115 (70%) respondents agreed that they would be willing in the future to participate in abortion services; 35 (21%) disagreed while 13 (8%) were undecided. The majority (143; 87%) disagreed that there was no role in SRH for abortion services; eight (5%) neither agreed nor disagreed and 11 (7%) agreed there was no role. Significantly more women disagreed with this statement than men (p=0.006). Respondents who considered themselves to be broadly anti-abortion were statistically more likely to disagree to participate in abortion services (p=0.001) and statistically more likely to agree that there is no role in SRH for abortion services (p=0.004).
The questionnaire of staff working within an SRH service in Edinburgh was distributed to 90 people, of whom 62 (69%) responded. The majority (56; 90%) of respondents were female. Twenty-four (39%) respondents were nursing staff, 22 (35%) doctors and 16 (26%) administrative and clerical staff.
All were asked 'How do you feel about the plan for early medical abortion to take place in your service?' Forty-four (71%) stated they felt this was a natural extension to the services already offered, four (6%) were neutral and nine (15%) were uncertain. Only five (8%) respondents felt it was not an appropriate setting. There was no significant difference in responses to this question with gender and different working roles. In response to the question 'Would you be happy to be involved in such a clinic?', 44 (71%) stated 'yes', seven (11%) stated 'no' due to conscientious objection to abortion and 11 (18%) were either uncertain or stated that this would not be of interest to them. Neither gender nor working role was associated with response to this question.
Respondents were asked, from a list of potential advantages, to select those that they felt would apply to women as a result of providing EMA within the service. Responses are shown in Table 3 . One-third (21; 34%) of respondents felt all were possible advantages to women.
Respondents were asked 'Do you feel there will be any potential disadvantages to women seeking an abortion, in having their care delivered from the community SRH setting?' and were invited to specify what they considered the disadvantages to be. Thirty-two (52%) felt there would be no disadvantages, 14 (22%) thought there would and 16 (26%) were uncertain. A total of eight possible disadvantages suggested by the respondents were: possible lack of anonymity within the community setting (n=4); concern that the new abortion service would place undue additional workload on the existing services (n=2); concern that some women may not wish to attend an SRH clinic for abortion due to possible stigma associated with sexual health clinics (n=1); and that women may not wish to return to the SRH service in the future as it may remind them of having had an abortion (n=1).
DISCUSSION
This study showed that most of the health professionals in SRH who were surveyed were generally supportive of providing abortion services from a community SRH setting. This is reassuring for future workforce provision of abortion services in the UK. Currently, those abortion services that are provided from hospital departments of obstetrics and gynaecology often compete for staffing with acute areas such as the labour ward, with the result that staffing of the abortion clinic may be delegated to junior, inexperienced members of the team. There is also evidence that trainees in obstetrics and gynaecology may lack interest in abortion management since a survey of senior trainees in 2008 showed that only 2.8% had opted to undertake the advanced training module in abortion care. 18 Our study confirms that doctors working within community SRH may be more willing to participate in abortion services. Additionally, abortion care is included as a mandatory module within the new training curriculum for UK specialist trainees in community SRH, ensuring that all doctors training in this new specialty gain knowledge and exposure of this integral part of SRH.
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Increasing numbers of women in Great Britain who request an abortion are at early gestation (≤9 weeks), and increasing numbers are choosing to have an EMA method that enables them to leave the abortion service soon after treatment to pass the pregnancy at home. 10 11 There is evidence that this method is highly amenable to provision in a community setting and that it is safe to do so, and furthermore it is acceptable to women. 12 Our results show that the overwhelming majority of delegates at the SRH scientific meeting surveyed agreed that abortion services would be suited to a community SRH setting. Additionally, the majority of staff working in a community SRH clinic where abortion services were about to be introduced felt that this was a natural extension to the services already offered.
There are other reasons why it may be advantageous for more abortion care to be provided from community SRH clinics. First, it is possible that uptake of the most effective long-acting reversible methods of contraception (LARC) would be greater in a specialist contraceptive setting compared to a hospital setting, where hospital staff may lack specialist contraceptive knowledge or the ability to insert intrauterine contraception or progestogen-only implants. In our study, 7/10 staff surveyed at the community SRH clinic agreed that better contraceptive provision would be an advantage of providing abortion care through the SRH clinic. Immediate post-abortal provision of LARC is important as there is increasing evidence that insertion of an IUD/IUS or an implant is associated with a significantly reduced risk of having a further abortion. [4] [5] [6] [7] [8] In a Scottish study of a hospitalbased abortion service, women who chose to have an (8) 35 (21) 2 (1) I do not feel my role within SRH should have any involvement in abortion services 11 (7) 8 (5) 143 (87) 3 (2) NHS, National Health Service; SRH, sexual and reproductive health. IUD/IUS fitted were almost 18 times less likely, and women who chose to have a contraceptive implant inserted were 16 times less likely, to return for another abortion within the next 2 years, compared to those choosing to use an oral contraceptive pill. 4 It would also seem only logical that an integrated community SRH service would also be better placed to manage STIs in women requesting abortion. Indeed, over half (53%) of the respondents working within the community SRH clinic agreed that better management of STIs would be an advantage to offering abortion care within their setting. It has previously been shown that women who test positive for Chlamydia trachomatis at a hospital abortion service have poorer partner treatment rates than their counterparts who test positive at either a genitourinary medicine clinic or family planning clinics. 20 This suggests that management of STIs amongst women requesting abortion may be particularly challenging for hospital services.
Of course it is possible that there may be some disadvantages to providing abortion care services from a community setting. Only a small number of staff from the SRH clinic reported possible disadvantages and these tended to be related to perceived increasing workload for themselves, or concerns that women may have less anonymity than in a hospital clinic. Clearly any abortion service must be able to provide guarantees of privacy and anonymity for women, and sexual health services are surely particularly sensitive to users' needs in this respect. A concern that was expressed by a minority of staff was that women might be reluctant to attend an SRH setting due to perceived stigma attached to a sexual health service. However, currently many women actually choose to attend SRH clinics to request a referral for abortion. Clearly, future qualitative research on the views and experiences of women attending abortion services in both hospital and community settings will be important to determine the location of services that women would consider most convenient and acceptable.
Although more than three-quarters of respondents from the scientific meeting felt that abortion services were suited to a community SRH setting, half also agreed that services should be divided across community, hospital and non-NHS organisations. Currently in England and Wales, abortion services are delivered from both the independent sector, funded by the NHS, and from NHS hospitals. This division of services has worked well for many years, although as suggested by the responses to our survey, these services could co-exist in both the independent sector and in an NHS community SRH setting. In Scotland the overwhelming majority of abortions are provided by hospitals, and while hospital services with surgical facilities and inpatient and day case beds will still be required, assessment clinics and facilities for EMA or early surgical abortion could also exist in community SRH clinics.
Clearly a potential drawback to our study is that most respondents from the scientific meeting were aged over 40 years, and so may not necessarily have reflected the views of younger health professionals or those still in training, who are the potential future providers of abortion services. There is currently a lack of recent qualitative research regarding attitudes towards abortion care of UK trainees in both obstetrics and gynaecology and SRH, and a future study in this area would be valuable. Nevertheless, our study showed that UK health professionals currently working in SRH are supportive of providing more abortion services in a community SRH setting. Clearly it will be important to evaluate service delivery from community SRH settings to determine if this model is indeed associated with the anticipated benefits for women and what, if any, the disadvantages may be.
